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viclations are thoroughly Investigated, and must 0 Employ ’
prevent further potenllarahuse whils the appropriatoly. Einployee #8 who is a
vesgaioni e it e
.| The resulls of all investigations must be reporied Prohibition and Control policies and
to the administrator or his designated post tested on Jume 1, 2012,
representative and to other officlals In accordance Additionally a formal counseling was
with Slate law (including to the State survay and completed with employee #3 or: June
carification agency) within 5 working days of the 5,2012.
fncident, and if the aileged violation Is verified
appropriate corrective action must be taken.
Identification of Other Residents
witl the Potential to be Affected
: All residents have the potential to be
This REQUIREMENT s not met as evidenced affected by F 225. Systemic and
by: Moniioring actions listed below will
Based on interview, record review, raview of the include all residents who have the
facirlly:s policyfprocedure and review of the potential to be affected. Al residents
fadllity's Incldsntinvostigative Report, It was were interviewed on June 5-6, 2012
determined the facllity falted to ensure all alteged to solicit any eoncems relating to
violations were reported In accordance with State allegations of abuse
and Federal regulations; falled to provide '
evidence thal an alleged violation was thoroughly
investigated ; and falled to prevent further
potenttal abuse for one resident (#5), In the
selacted sample of 10 residents. Tha facliity faliad Systemic Clanges ,
to follow their investigation and Abuse An experienced  skilled  nursing
policy/procedure. Resident #5 reported an facility consultant was contracted on
allsgation of verbal abuse fo Centifled Medication May 29, 2012 to assist the
Techniclan (CMT) #2, witnessad by CMT #3 (refer Administrator in the revision of
to F241) on 04/28/12, While the CMTs nolified the policies as they relate to investigation
Adminisirative nurse, the facllity continued to and reporting of allegations of abuse,
allow the aliaged perpstrator, Nurse Alde State A newly revised Abuse Prohibition
Registared (NASR) #5, lo glve dirsct care fo ofher and Control Manual was developed
residents fo include bathing the victim, prior to and implemented on June 1, 2012,
removing the parpelrator for ovar an hour after The QAA Committee approved the
the allegation was made, On 06/16/12, eightesn revised  policies for  Abuse
(18) days after the incldent, Residant #5 was
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F 226 | Continued From page 2 F 225 ;’(l;ciléibition and Control on May 31,
observed crylng while describing the Incident '
stating i embarrass?d him/her and made him/her The  Administrator  conducted
feel bad. The facliity's investigation was not traini June 1-6. 2012 to educate
thorough as all wilnesses, staff nor the victim “’"'“ﬁ_ on ;‘1 r e revised Abuse
were Interviewed, Additionally, the facliity falled to all staff on the newly re"’lse M “Sl
report the allegation to the State Agency. Prohibition and Confrol Manua
policies that includes what to do
Findings Include; immediately foilowing an allegation
of abuse. A Post Test for employees
Areview of the facility's Investigation was held on these same dates on how
policy/procedure, revised 02/26/10, revealed all .and when to report any allegations of
incldants that occurred In the facllity required abuse,
thorough Investigation and accurate
documentatlon so the facility could evaluate the Resident Council meetings will- be
reason the incldent occurred, take corrective held every week beginning June 1,
measures to curtall the number of Incidents, 2012 to solicit any concerns
assure resldent safety and report any incidents of regarding the * investigating and
abuse according fo state and federal guldelines. reporting of abuse allegations and to
The Invesligation required the review of the solicit digoity concems. These
following: Data Coltection-inferview the alleged. Resldent Council weekly meetings
resldent or victim; intervlew witnesses to Include will continue for eight weeks or
the assigned caregiver, oaregivers in the longer if nceded to resolve any
immediale area, remote or polential wilnasses; . Lo
and Interview the alleged suspect. Data ’ ?mci'.“st.mgard“gg dr'eg"“r{i' . ab"fj.
Analysls-summarize the analysis of facts yveshgation and - reporiing
gathered that elthar establishad reasonable allegations.
causs for the Incident or establish the need for
further investigation before a reasonable cause .
for the Incident could be established, ﬁ"’"ﬁf@”’g- ot i review al
1C ministrator wili review a
Arevisw of the facllity's Abuse, Neglect, and allegations of abuse with the Social
Exploitation policy/procadure, revised 02/07/12, Services Director  at the daily
revealed in case of alleged abuse involving an Continuous  Quality Iprovement
amployee against & resident, that employee (CQI} meeting to verify that
should be suspended immediately pending allegations of abuse are investigated
further investigation by the Administrator and/or and reported immediately,
deslgnee. The Administrator and/or designes The QAA Committee will meot
would conduct an investigation of the sllagation weekly beginning May 31, 2012 fora
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F 225 | Continued From page 3 F 226 minimum of four weeks and until
and report tha results of the Investigation within fﬁ“l:;toe’gatfoon?pﬁ“i:bdi o ac‘,l:;ﬁve&
gﬁ :.rorklng dayg to the Division of Long-Term submitted to the QAA Coinmittes by
, the Social Services Director and
A record review revealed the facliity admitted reviewed by the QAA Commiltee to
Resident #5 on 11/07/11 with diagnoses to determine that _all allegations of
includa Amyotrophlc Lateral Sclerosis (ALS), abuse are investigated and reported
Anxlety, and Depressive Disorder. A review of the immediately to the Adminisirator,
quarterly Minimum Data Set (MDS), dated Social Services Director, Director of
03/23/12, revealed the fagility identified the Nursing and all regulatory reporting
residant as cognitively Intact, agencies.
Araview of the facility's Incldent/Investigation
Report, daled 04/28/12, revealed an allegation Completion Dato: June 20, 2012 ﬂ&‘ﬁ/ fz.
v/as made by Resident #5 to Cerlified Medicallon
Tech (CMT) #2. CMT #2 reported the allegation to
Licansed Practical Nurse (LPN) #0. Allegedly,
Nurse Alde State Reglstered (NASR) i#5 stated F 226 (G) DEVELOP/IMPLEMENT
that the way the resident drank water reminded ABUSE/NEGLECT ETC
her of her "dog." According to the investigation, -"m"ﬁg——‘*——“‘—“‘
the comiment was made on 04/27/12, g a POLICIES
meal. The investigation Included a statement by
NASR #5, dated 04/28/12, Indlcating, that on Residents Found to Have Been
04/27/12, she was feeding Resident #5 in the Affected .
dining raom. There were other residents and Employee #5, State Registered
family members present at the table, She was Nursing Assistant (NASR) whp was
talking to the resldent about her "puppy” and she directly Involved in the allegation of
made a comment that the resident nodded Resident #5 was investigated and is
his/her head like her "puppy." NASR #5 Indicated no longer an employee of the faciity.
in the staterment, she did not mean to hurt the Employee #2 had reported the
resident’s feelings, There ware no other wrilten allegation appropriately. Employee
statements Included In the Investigation, The #3 was a witness to the reporting of
Adminisirator's Report (Included in the Resident #5 reporting the allegation
Investigation), dated 04/28/12, revealed NASR #5 to Employee #2 and acted
was suspended after the report was made to LPN appropriately. Employee #8 who is a
I#l#B. It further naveale’d Resident #5 was Licensed Practical Nurse was
extremely sensliive” about the progression of cducated on the facility Abuse
hisfher ALS and the resident was noted to cry at Prohibition and Contro} policies and
Event 1D: FVNM13 Facitity 1D: 00827 If conlinvation sheet Paga 4 of 28
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F 226 | Continued From page 4 F226| post tested on Juse 1, 2012,
varlous times about higther loss of function, The Additionally a formal counseling was
completed with employee #8 on June

Administrator interviewed three other residents in

the facility with no complaints, and indicated that 5,2012.

Resident #5 was very sensitive about ALS and

hisfher health, but there was no erylng noted .
during the Administrator's interview wilh the Tdentification of Other Resldents
rasident, That concluded the investigation. There -t with the Potential to be Affected

was o evidence the facility All residents have the potenfial to be
subslantiated/unsubstantiated the incident, affected by F 226, Systemic and

Monitoring actions listed below will
include all residents who have the

An interview with Resident#5, on 05/15/42 at potential to be affected, All residents
4:15 PM and 05/16/12 at 2:10 PM, revealed were interviewed on June 5-6, 2012
he/she was fed by staff due to a racent dacline to solicit any concems relating to
related to the disease process of ALS. The allegations of abuse,

resldent revealed it was going to get worse and
he/she was discouraged with the loss of

independence. The resident stated that NASR #5 _
| was feeding him/her on 04/27/12, and made & ?s’e”'k Changes .
i " n  experienced skilled nursing —
cormment 't drank my water like her dog." The facility consultant was contracted on
resident revealed the comment made himvher fesl May 29, 2012 fo assist the

bad and was embarrassing, as other residents
and guests were at the table. He/she revealed the
comment was reporied the next day, to Certified
Medicalion Tech (CMT) #2, and the resident
oxpressed hefshe did not want NASR #5

Administralor In the revision of
policies as they relate to the
prevention of mistreatment, neglect
and abuse. A newly revised Abuse

providing care for him/her, After making the Prohibition and Control Manual was
repon, the resident revealed NASR #5 was developed and implemented on June
allowed to give him/her a shower. An observation 1, 2012, The QAA Comimitiee
dwring the resident interview, on 05/16/12 at 4:15 approved the revised policies for
PM, revealed Resident #6 was visibly upset and Abuse Prohibition and Conirol on
crying while discussing the comment made by May 31, 2012,

NASR #5, on 04/27/12,

An interview with CMT #2, on 05/16/12 at 9:32
AM, revealed Resident #5 reported that NASR #5
made the comment about the resident drinking
water like her "dog.” He reported the comment to

FORM CM8-2807(02-80) Pravious Verslons Obsolela Evant I0:FYNM13 Fackily 10 100627 If conlinuation shaet Page G of 28
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caltIn her office, so he went to lunch with CMT
#3. He did not know when NASR #6 was
removed fromresident care.,

An interview with CMT #3, on 05/16/12 at 10:36
AM, revealed she was a wilness to the resident's
aflegation reperted o CMT #2, She ravealed CMT
#2 left the resident's room fo report the allegation
fo LPN #8, CMT #3 loft the resident's room
shortly after, and went to LPN #8's office. She
went fo lunch with CMT #2 after tha report was
made, She revealed NASR #5 had bean
preparing to give the resident a shower, but she
"assurmed” it was not glven by her, as this was an
allegation of verbal abuse, She did not know
when NASR #5 was removed from care. A review
of the Timecard Report for CMT #2 and CMT #3,
dated 04/28/12, revealed both employess clocked
out for lunch at 10:31 AM,

An interview with NASR #5, on 05/16/12 at 3:46
PM, revealed she gave Resldent #5 a shower and
provided Incontinent care for another resident, on
04/28/12, prior to her suspension. Areview of the
Timecard Report for NASR #5, on 04/28/12,
revealed she did ot clock out unfil 11:48 Al at
least one hour and fifteen minutes after the
allegation was raported to LPN #8.

An interview with LPN #8, an 05/14/12 at 2:00 PM
and 3:10 PM, 05/16/12 at 2:36 PM, and 06/17/12
at 2:00 PM, revealed she was the Administrafive
Llcensed Nurse In the facllity, on 04/28/12, The
allegation of varbal abuse was reported to her by
CMT #2. She revealed when she went o find
NASR #6, she was glving a resident a shower.
She stalted that everyona on the floor was "busy”,

" abuse policies.
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F 225 Coniinued From page 5 F 225
LPN #8. After reporting, LPN #8 made a phone -
o ho P The Administrator conducted

training on June 1-6, 2012 to educate
all staff on the newly revised Abuse
Prohibition and Control Manual
policies that includes policies related
to mistreatment, neglect, and abuse.
A Post Test for employees was held

on these same dates on the
prevention of mistreatment, neglect,
and abuse.

Resident Council meetings will be
held every week beginning June 1,
2012 to solicit any concems
regarding the mistreatment, neglect,
and abuse poiicies, These Resident
Council weekly meetings will
continue for eight weeks or longer if
nceded to resolve any concers
regarding mistreatment, neglect, and

Menitoring
The Administrator wiil review all

allegations of abuse with the Social
Services Director at the daily
Continuous  Quality Improvement
(CQI) mecting to verify that the
developed and implemented policies
fo prevent mistreatment, neglect, and
abuse are being followed.

All allegations of misireatment,
neglect and abuse will be submitted
to the QAA Committee by the Social
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F 225] Services Director and reviewed by
the QAA Committee to determine
that these allegations are being
treated according to the policies of
the facility

- F 225} Continued From page 6

80 she reported {o tha charge nurse lo send
NASR #5 to her offlce when she was finished with
the resident's shower. Sha did not know which
rasidant was in the shower room with NASR #5.
She admitied she should have removad NASR #5
Irom resldent care Iimmedlately, per the facliity
policy. LPN #8 rovealed she did not conduct a

The QAA Committee will meet
weekly to address policies relating to

tharough investigation. She did not document a the prevention of mistreatment,
gtatement from Resident #5. She alsc revealed neglect and abuse beginning May 31,
she should hava obtained statements fram CMT 2012 for n mininum of four weeks
#2 and CMT #3, She did not verlfy who was and until regulatory compliance is
sitling at the table when the comment was made achieved.

to the resident, and did not try to contact any of

them. She stated It was "very busy" that morning.
An Interview with the Director of Nursing (DON), Completion Date: Junc 20, 2012 é/éff’( l2-
on 06/17/12 at 2:35 PM, revealed LPN #8
contacted har at homa, on 04/28/12, to raport the
allegation. She revealed LPN #8 was instructed to
gather stalements from anyone around the area,
any resident that could have heard the comment,
and any residents ¢ared for by NASR #5. Sha
was not aware NASR #5 continued to provide
care for the resident after the aflegation was
reported to LPN #8, She expected LPN #8 to
suspend NASR #5 immediataly, She staled she
dld not speak to Resldent #6 about the aliegation. F__ 241 (G) DIGNITY AND
: - RESPECT OF INDIVIDUALITY

An Interview with the Soclal Services Diraector, en
05117712 at 9:10 AM and 3:00 PM, revealed she Residents Found to Have Been
was the facllity's abuse coordinator; however, she ) Affected
was not aware of the allegation made by Resldent Employce #5, State Registered
#5. Nursing Assistant (NASR} who was

: i involved in the allegation of
An Interview with the Adminlstrator, on 05114/42 firocty hwotved in the gated and Is -
at 4:00 PM and 06/17/12 at 4:05 PM, revealed no fonger an employee of the facility.
she was at the facllity, on 04/28/12, after the Emplovee #8 who is a Liccnsed
allegation was reported. She steled that the . Prision] Nurse was educated on the

FORM CMS-2667{02-09) Previous Verslons Obsolslo Evont ID: FVNM13 Facllity ID: 100827 If continuaiion shest Paga 7 of 20
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F 225 Confinued From page 7 - F 226/ facility Dignity policy and post tested
resident was not upset about the comment; on June i, 2912. Additionally a
however, she admilted she did not question the formal counseling was completed
resident about what happened. The Administrator with employee #8 on June 5, 2012.
revealed the investigation dld net have enough
Information to determine the findings of the
aliegation; however, it was discussed In the Identification of Oiher Residents
Quality Assurance (QA) committee meeting, on with the Potentlal to be Affected
04/28/12, with no concarns, She ravealed the All residents have the potential to be
Social Services Director was responsibls for affected by F 241, Systemic and
ensuring a thorough Investigation, with asslstance Monitoring actions listed below will
from the DON and Administrator. She revealed include all residents who have the
the allegalion was not reported to the State potential to be affected. AH residents
Agency, as itdid not quallfy as verbal abuse, were interviewed on June 5-6, 2012
NASR #5 was terminated due lo the to solicit any concems relating to
1] 1)
quastionable” incident, care and freatment that includes

An Interview with the Corporate Compllance dignity.
Nursa, on 05/17H2 at 5:00 PM, revealed he did
review the investigation In {he QA commiltes
mealing, on 04/30/12. Tha allegation was Systemic C{mnges . ',
unsubstantiated due to the statement by NASR An experienced skilled  nursing
#5; howevaer, he admilted It was not & thorough facility consultant was contracted on
investigation fo determine the findings of the May 29, 2012 fo nmssist the .
allegation. He could not recall If he recommended Administrator in the guidance of
a more therough Investigation after reviaw, on policy as it relates to Dignity.
04/30/12..He revealed the facllity did not report
the allegatlon because the allegation was The facility Dignity Policy was
unsubstantiated. He statad that any allegation of revised on May 31, 2012 and
abuse would ba raported lo the State Agency; approved by the QAA Commitico on
however, he did not fee] this was verbal abusa, that date, The policy was
{F 226) ; 483.13(c}) DEVELOPAIMPLMENT {F 228}/  jmplemented en June 1, 2012, and
58=03 ABUSEINEGLECT. ETC POLICIES educated to a” staff by the
e - l \
The facllity must develop and mplement written Administrator on Junel-6, 2012
policlas and procedures that prohibit - i “
mistreatment, neglect, and abuse of residents &, ﬁ‘;ﬁ;ﬁiﬁgf wﬂg"g;ﬁeﬁgﬁ‘g‘”jﬁ
and misappropriation of resldent property. May 31, 2012 and approved by the
QAA Committee on that date. The
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This REQUIREMENT fs not met as evidenced
by:

Based on Infervisw, racord review, and review of
the facility's polloyfprocedurs, It was detarmined
the facility falled to Implement written pollcles and
procedures that prohlbit abuse of residents for

one resident (#5), In the selected sample of 19
resldents, The faclilty fatled to Implement the
Investigation and Abuse pollcy/procedure as
evidencad by the failure to protect Rasident #5
after an allegation of verbal abuse. Resldent #5
reported an allegation of verbal abuse to Certified
Madication Technician (CMT) #2, withassed by
CMT#3 (refer to F241) on 04/28/12, While the
CMTs notifled the Administrative nurse, the facllity
continued to allow the alleged perpetrator, Nursa
Alde State Registerad (NASR) #5, 1o glve direct
care {o other residents {o Includs bathing the
victim, priorto removing ihe perpetrator for over
an hour after the allegation was made. On
05/15/12, eighteen (18) days after the Incident,
Resldent #5 was observed crying while describing
the incident stating It embarrassed hlm/har and
made him/her feel bad. The facllity's investigation
was not thorough as all witnesses, staff nor the
victim were interviewed.

Findings include:

Areview of the facility's Abuse, Naglact, and
Expioitation policy/procedure, revised 02/07/12,
revealed In case of alleged abusa Involving an
employee against a resident, that employee
should be suspendad immediately pending
further Investigation by the Adminlstrator andfor
designee. .
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PREFIX (EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD BE | COMPLENON
TAQ REGULATORY OR LSC IDENTIFYING INFORMATION) TAG OROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{F 226} Continued From page 8 {F 226)| policy was implemented on June 1,

2012, and educated to all staff by the
Administrator on June 1-6, 2012,

Resident Council mectings will be
held every week beginning June 1,
2012 to solicit any concerns related
to dignity, These Resident Council
weekly meelings will continve for
eight weeks or longer if needed to

resolve any concerns regarding
dignity.

Monltoring

All concems from any source

regarding dignity will be submitted
to the Social Services Director, The
Administrator will review all dignity
concems with the Social Services
Director at the daily Continuous
Quality Improvement (CQI) meeting

to verify that the developed and -

implemented dignity policies are
being followed.

The Administrator and Sceial
Services Director will submit all
dignity concems to the QAA
Commitiee.

The QAA Committee will meet
weekly to address policies relating to
the prevention of mistreatment,
neglect and abuse beginning May 31,
2012 for a minimum of four weeks
and until regulatory compliance is
achieved. ’
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A record roview revealed the facllity admilted
Resldent #6 on 11/07/11 with dlagnoses to
include Amyolrophic Lateral Sclerosls (ALS),
Anxlety, and Depressive Disorder. A raview of the
quarterly Minimum Data Sel (MDS), dated
03/23/12, revealed the faciiity identifled the
resldent as cognitively Intact.

An intervlaw with Resident #6, on 06/16/12 at
4:15 PM and 05/16/12 at 2:10 PM, revealad
he/she had to be fed by the staff due to a recent
decline related to the disease process of ALS.
Tha rasident revealed It was golng to get worse
and he/she was discouraged with the loss of
Indepandence. The rasident stated that NASR #5
‘'was feeding him/her on 04/27/42, and made a
commant *| drank my water fike her dog.” The
resident ravealed the comment made him/her fea!
bad and was ambarrassing, as other residents
and guests were at the fable. Hefshe revealed the
comment was reported the next day, to Cortified
Medication Tech (GMT) #2, and the resident
expressed hefshe did nol want NASR #5
providing care for him/her, After making the
report, the residen! revealed NASR #5 was
allowad to glve him/her a shower, An observatton
during the resident interview, on 05/16/12 at 4:15
PM, revealad Resldent #5 was vislbly upsat and
crying while discussing the comment made by
NASR #5, on 04/27H2. :

An interview with GMT #2, on 06/46/12 at £:22
AM, revealed Resident #5 was in his/her room,
on 04/28/12, visibly upsst and ciying. He revealed
the rasident expressed a complaint about having
to get a shower so fate In the morning. During
conversation with Resident #5 while providing

care, the resident stated "they probably would not

41D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION [et)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULO BE COMPLETION
TAG REGULATORY QR L8C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE ,
DEFICIENGY)
{F 228} | Continued From page 9 {F 228)

Completion Date: June 20, 2012

Sofyz

F 490 {G) EFFECTIVE
ADMINISTRATION/RESIDENT
WELL-BEING

Residents Found to Have Been
Affected

Employee #5, State Registered
Nursing Assistant (NASR} who was
directly involved in the allegation of
Resident #5 was investigated by the
Administrator and is no longer an
employee of the facility. Employee
#2 had reported the allegation
appropriately. Employece f3 was a
witness to the reporiing of Resident
#5 reporting the atlegation to
Employeo #2 and acted
appropriately, Employee #8 who is a
Licensed Practical Nurse was
educated on the facility Abuse
Prohibition and Control policies and
post tested on June 1, 2012 by the
Administrator. Additionally a format
counseling was completed with
employee #8 on June 5, 2012 by the
Administrator,

Hdentification of Other Residents
witis the Potential to be Affected

FORM CMS-2687(02-00) Previous Verstana Obsolale

Evont 10; FVRM 13

Faclity iD: 100527

i continuation shaei Paga 10 of 28




PRINTED: 08/01/2012

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDIGAID SERVICES . OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES {%1) PROVIDER/SUFPLIER/CLIA {2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION iDENTIFICATION NUMBER: COMPLETED
A. BUILDING
R-G
188306 5. e 05172012
NAME OF PROVIDER OR SUPPLIER S8TREET ADDRESS, CITY, STATE, ZIF CODE '

RIDGEWQOD TERRAGE NURSING HOME

426
MA

ISLAND FORD ROAD
DISONVILLE, KY 42431

(X4 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION )
FREFX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROIS-REFERENCED TO THE APFROPRIATE DATE
DEFICIENCY)
{F 226} | Conlinued From page 10 {F 228)| Al residents have the potential to be

Histen because apparently he/sha looked like a
dog.” He revealed upon discussion with the
resident, it was reportad that NASR #5 made the
commant about the resident drinking water like
her "dog."” Ha reported the comment to Licensed
Praclical Nurse (LPN) #8 and teft for lunch.

An Interview with CMT #3, on 05/16/12 at 10;35
AM, revealed she was a witness to the residant's
allegation reported to CMT #2, She statad that
NASR #5 was in the room, but leit fo get towels
for the resident’s showar. She revealed the
resident slatad that he/she did not like NASR #5
bacause of the comment made, on 04/27/12. She
revealed CMT #2 left tha room to report the
allegation to LPN #8. After the report was mads,
she lelt for lunch with CMT #2. She revealad
NASR #5 was preparing to give the resldent a
shower, but she "assumed" it was not given by
her. She did not know when NASR #5 was
ramoved from resident care,

An Interview with NASR #8, on 05/17/12 at 11:45
PM, revealed NASR #5 gave Resldent #5 a
shower, on 04/28/12, prior to her suspension,

An Inlerview with NASR #5, on 06/16/12 at 3:45
PM, revealed she gave Resident #5 a shower and
provided Inconiinent care for another resident, on
04/28/12, prior fo her suspension, A revisw of the
Timecard Report for CMT #2 and CMT #3, dated

04/28/12, reveated both employees clocked out
for funch al 10:31 AM, A review of the Timecard
Report for NASR #5, on 04/28/12, revealad she
did not clock out until 11:48 AM, at least one hour
and flifteen minutes after the allegation was
reported to LPN #8,

affected by F 490. Systemic and
Monitoring actions listed below will
include alf residents whe have the
potential to be affected. The
Administrator instructed nursing staff
on second shifft to complete
interviews with all residents on June
5-6, 2012 to solicit any concemns
relating to dignity, mistreatment,
neglect and abuse,

Systemic Changes

On May 29, 2012 the Administrator
contracted with an experienced
skilled nursing facility consultant to
re-educate her in the areas of Abuse
Prohibition and Control that includes
investigating  and  reporting of
allegations,  development  and
implementation of policies related to
mistreatment, neglect and abuse;
Dignity; and Quality Assessment and
Assurance programming.

The Administrator has inserviced all
staff on Abuse Prohibition and
Control that includes investigating -
and  reporting  of  allegations,
development and implemnentation of
policies related to mistreatment,
neglect and abuse; Dignity; (June 1-
4, 2012) and Quality Assessment and
Assurance programming (June 5-7,
2012).

The Administrator initiated that
Resident Council meetings will be

FORM CMS-2407(02-98) Provious Varslons Obsolato
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at 2:00 PM, revealed the allegatlon was reported
to her, by CMT #2 (right before he lett for iunch),
She reveasled she went {o find NASR #5;
however, she was giving a resldent a shower,
She stated thal everyone on the fioor was "busy”,
so she reported {o the charge nurse to send
NASR #5 to her ofiice when she was finished whh
the shower, She did not know which resident was
in the shower room with NASR #5, Shes atdmitted
she should have removed NASR #5 from resident
care Immediately, per the facility's policy.

An interview with LPN #3, on 06/16/12 at 10:05
AM, revealed she was the charge nurse, on
04/28/12, and was aware of the allegation made
against NASR #5. She stated that LPN #8 asked
her to send NASR #5 to her office after
compleling care for a resldent in the shower
room. She admiited she was making "rounds"
and providing care for other residents; tharefors,
she was not monitoring the shower room o
ensure NASR 6 wernt lo see LPN #8. She

revealed NASR #5 should have been sent home
immadiately, but LPN #8 was In charge as the
Administrative Licensed Nurse on duly.

An interview with the Director of Nursing (DON),
on 06717112 at 2;35 PM, revealed she was not
aware NASR #5 continuad to provide care for the
resident after the allegation was reporied to LPN
#8. She expected LPN #8 to suspend NASR #5
immediately, remaving her from care of any
residents.

An interview with the Administrator, on 05/17/12
at 4:06 PM, revealed she was not aware NASR

(X4 1D SUMMARY STATEMENT OF OEFICIENCIES (X5}
PREFIX (EACH DEFIGIENGY MUST BE PRECEDED DY FULL PREFIX - {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
DEFICIENCY)
{F 228} | Gontinued From page 11 (F 228} held every week.baginning June 1,
An Intarview with LPN #8, on 05/14/12 at 2:00 PM . 2012 to  solicit any concems
and 3:10 PM, 06/16/12 at 2:36 PM, and 05/17/12 regarding  the  investigating  and

reporting of abuse allegations, to
solicit any concerns regarding
misireatment, neglect/abuse and to
solicit any concerns with dignity.
These Resident Council weekly
meetings will continue for eight
weeks or longer if needed to resolve

any concerns Tregarding  abuse
allegations, abuse policies and
dignity.

A newly created position was
developed by the Administrator on
May 29, 2012 that included a Job
Description for a facility Quality
Assurance (QA) Nursc. The QA
Nurse will complete detailed reviews
and adherence of policles in the
facility of areas identified through
the Continnous Quality Improvement
Committee, the Administrator and
other staff members.

Thoe Administrator initiated a review
of the Quality Assurance and
Assessment (QAA} Committce and
the QAA policies that have been
reviewed and revised on May 31,
2012 to better identify and address
quality issues on a more immediate
basis.

The Interdisciplinary Team (IDT)
was cducated by the Administrator
on June 5, 2012 on the newly
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{F 226} | Conlinued From page 12 . {F 226)| developed  Continuous  Quality
#5 provided care to Resldent #5, prior to her Improvement  (CQI) Investigation
suspenslon. She expected LPN #8 1o find another system. The newly developed CQI
careglver to take over for NASR #5. Investigation system was
F 241} 483,15(a) DIGNITY AND RESPECT OF F 241 iltlll:}flﬁfqe:;tid on 2]];?1 Z’t azgizd‘l;ga?elg
=G | INDIVIDUAL inistrator an e
§9<6 INDIVIDUALITY . on this same date. The CQI
The facility must promote care for residents In a investigation system is designed for
manner and in an environment that maintains or the participation of all employees.
enhances each resldent’s dignity and respect in
full recognition of his or her Individuaiily. The Administrator  conducted
training on June 5, 2012 to the IDT
teamn and all other staff on June §,
2012 to educate all staff on the QAA
Th]s REQU'REMENT 19 not met as evidenced i}oiicies, commiltee Stl-uciure, and
by: how to involve themselves in the
Based on observation, interview, record review, QAA process. A Post Test for QAA
and reviow of the facllity's policy/procedure, It was was administered to staff on June 8,
delermined the facilily failed to promote care for 2012. The facility conducted training
residents in a manner that enhanced each n June 1-6, 2012 to educate all staff
resident's dignity and respect for one resident ° the newly revised Abuse and
(it5), In the selected sample of 19 residents, The on the “eﬁ Y ’e‘;\S"P Tout £
facllity falled to follow the Dignity/Respact pollcy. Dignity polieios, ost lest for
While feeding Resident #5 in the dining room, on Abuse and Dignity was conducted on
04/27112, Nurse Alde State Regislered (NASR) these same dates.
#5 allegedly made a comment that the resident
was drinking his/her water simitar to her "dog,”
Resident #5 reporied the comment to the staff, on Monltoring )
04/28M2; however, NASR #5 was allowed to The newly hired skitled nursing
conlinue providing care for Resident #5. An facility consultant will make routine
Inlerview with Resldent #5, on 06/16/12 al 4:15 visits to review sustained compliance
PM, revealed the resident did not want NASR #5 with Abuse Prohibition and Control
providing hisfher care, The resident revealed the pnd  Quality  Assurance  and
comment was embarrassing and made him/her Assessment programs for a minimum
“fesl bad.” Resident #5 was Visibly upset and of three months.
crying during the interview with the surveyor, 18 .
days after the incldent, The Quality Assurance  and
Assessment Comnittee will review
Findings include: with the Administrator the submitted
FORM CMS5-2567(02-99} Previaus Vesglons Ohsolale EvontiD; FYNA{12 Facility 1D: 100827 If continuation sheet Page 13 of 28
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Areviaw of the faclllty's Dignily/Respect policy,
ravised 10/04/11, revealsd appropriate measures
would be taken to assure the residents were
trealed In a courtecus and dignifiad manner. The
staff would promote Independsnce and dignity in
dining,

Arecord review revealed the facllity admitted
Rasident #6 on 11/07/11 with diagnoses to
include Amyolrophic Lateral Scierosis {(ALS),
Anxlaty, and Depressive Disorder. A review of the
quarterly Minimum Dala Set (MDS), dated |
03/23712, revealed the facliity identified the
resident as cognitively Intact and able to aat -
Independently with tray salup. A review of the
Activitles of Dally Living (ADL) Tracking record,
dated March 2012 and April 2012, revealed a
decline in the resident's eating abilitles, requiring
extensive lo tofal assistance for eating after
03/27112, :

An Inlerview with Resident #5, on 05/15/12 at
4:16 PM, and on 06/16/12 al 2: 10 PM, revealed
he/she was fed by the staff due to a recent
decline related to the disease process of ALS.
The resldent revealed it was going to get worse
and he/fshe was discouraged with the loss of
independence. The resident stated that NASR #5
was feaeding him/her on 04/27/12, and made a
comment "l drank my water like her dog." The
residant ravealed the comment made him/her feel
bad and was embarrassing, as other residents
and guests ware &t the table, Helshe revealed the
comment was reported the next day, to Cerllfled
Medication Tech (CMT) #2, and the residant
expressed he/she did not want NASR #5
providing care for him/her. After making the

(X4} ID SUMMARY STATEMENT OF DEFIGIENCIES (x5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX " {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
. DEFICIENGY) :
F 241 Continuad From page 13 F 41| repOItS from the Quality Asg:rlfizg

Nurse and the Social
Director for a minimum of three
months or uniil compliance is
sustained.

798

Completion Date: June 20, 2012

F_520 (G) OQAA COMMITTEE

MEMBERS/ MEET

Resldents Found to Have Been
Affected

Employee #5, State Registered
Nursing Assistant (NASR) who was
direcily involved in the aflogation of
Resident #5 was investigated and is
no longer an employee of the facility,
Employee #2 had reported the
allegation appropriately. Employee
18 who is a Licensed Practical Nurse
was educated on the facility Abuse
Prohibition and Control policies and
post tested on June 1, 2012,
Additionally a formal counseling was

FORM CMB-2667{02-00) Previous Varsions Obsolals

Event ID: FYNM13

Faciily ID: 100827

H eonlinuation sheot Pago 14 of 28




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE 8 MEDICAID SERVICES

PRINTED: 06/01/2012
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE GONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORREGTION IDENYIFICATION NUMBER: COMPLETED
A BUILOING
8. WING R-C
186306 ' 0811712012

NAME OF PROVIDER OR SUPFLIER
RIDBEWQOD TERRACE NURSING HOME

STREET ADDRESS, GITY, STATE, ZiP CODE
426 {SLAND FORD ROAD
MADISONVILLE, KY 42431

FORM GI3-2567(02-09) Prevlous Varslons Obasolele Evanl {0: FYNM1d

4y I SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION (x5

PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULO BE GAMPLETION

TAG REGULATORY OR LSC IDENTHFYING INFORMATION) TAG GROSS-REFERENGED TO THE APPROPRIATE DATE-

- DEFICIENCY)

F 241] Continued From page 14 F 241 gogg)l!gted with employee #8 on June
repor, the resident revealed NASR #5 was ! !
aliowed to give hlmfher{a showgr.lf\r} 10bs?r"4v?téon
during a resident interview, on 05/16/12 at 4,
PM, r%vealed Resident #5 was visibly upset and I“;e’”m"“”a" 10f Other Restdents
crying while discussing a comment made by Kl‘;’i ;’S‘i‘;g’t’;‘”}:ge’ !t(I: ;"; ‘:{g;fé:’i‘io be
NASR #5, on 04/27/12, 18 days after the incident. affected by F 520, Systemic and
An Interview wilh CMT #2, on 05/16/12 at 8:32 Monitoring actions listed below will
AM, ravealed Resident #5 was in hisfher room, include all rosidents who have the
on 04/28/12, visibly upset and crying. He revealed potential to be affected.
the resident expressed.a complaint aboul having
to get a shower so late in the morning. He
revealed the resident wanted to get up at 8:.00 Systemic Changes
AM, and it was almost 11:00 AM. CMT #2 told the An experienced skilled swursing
resident he would report it to the charge nurse; facility consultant was contracted on
howevar, the rasident stated "they probably would May 29, 2012 to assist the facility in
"Cg Hstel'_"i becaus!e SPPETB':J‘IIY hels;he IOICI’#TI? like the areas of Abuse Prohibition and
a dog." He revealed upon discussion with the ontrol and Ouali
resldent, itwas reported that NASR #5 made the issurance me;lthz_ Assossment and
comment about the residant drinking waLt[er Ike .
her "dog." He reported the comment to License A newly created position was
Practical Nurse (LPN) #8. devcloped by the Administrator on
An Interview with GMT #3, on 05/16/12 al 10:35 May 29, 2012 that included a Job
AW, revealed she was a wltness 1o the allegation Description for a facility Quality
reported to CMT #2, She revealed the resident Assurance (QA) Nurse. The QA
was upset and orying when she went Info the Nurse will complete detgil.ed reviews
roon). She statad that NASR #5 was in the room, and adherence of policics in  the
but left to gat towels for the resident’s shower. facility of areas identified through
She revealed the resident stated that he/she did the Continuous Quality Improvement
not like NASR #5 becauss of the comment mads, Committee, the Administrator and
on 04/27/12. She revealed NASR #5 was other staff members,
preparing to give the resident a shower, but she
"assumed" it was nof given by her, as this was an A review of the Quality Assurance
allegation of verbal abuse, and Assessment (QAA) Committee

: and the QAA policles have been
An Interview with NASR #6, on 05/17/12 at 11:45 reviewed and revised om May 31,
PM, revealed NASR #6 gave Resldent #5 a 2012 to better identify and address
Faclity ID: 1o0e27 If continvation sheel Pago 16 of 28
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shower, on 04/28/12. She revealed NASR #5
needed assistance with the resldent after the
shower, bul she and anothar NASR took over
while NASR #5 went fo assist another rasident:
She revealed the resident began talking about the
comment made by NASR #5 and appearad to be
upset.

An intarview with NASR #5, on 05/16/12 at 3:45
PM, revealed she was feeding Resident #5 in the
dining room, on 04/27/12, and they were talking
about her "puppy." She ravealed the residsnt
nodded histher head to drink and the comment
was made “that was how my puppy nods its
head." NASR #5 admiited she gave the resident a
shower,-on 04/28/12, prior to her suspension,

An Interview with LPN #8, on 0514712 at 2:00 PM
and 3:10 PM, on 0616/12 at 2:35 PM, and on
051712 at 2:00 PM, revealed the allegation was
reperted to her, by GMT #2, She revealad she
went to find NASR #5; howsver, she was giving a
resident a shower. She stated that everyone on
the floor was "busy", so she raported to the
charge nurse to send NASR #5 to her offics when
she was finished with the resident's shawer. She
did not know which resident was In the shower
rooin with NASR #5. LPN #8 revealed when
queslioning Resldent #5 about the alfegation, the
resident was quiet and had "one tear' roll down
histher faca.

An Interview with the Director of Nursing (DON),
on 05/17/12 at 2:36 PM, revealed she did not
speak to Resldent #5 about the allegation. She
was nol aware NASR #5 conlinued to provide
care for the resident after the allegation was
reporled to LPN #8,

basis, The QAA Committee structure
has been changed to include the
Medical Director, Quality Assurance
Nurse, Administrator, Director of
Nursing, Sccial Services Director,
Corporate Compliance Officer, and
Infection Disease Control
Preventionist,

The Interdisciplinary Team (IDT)
was educated on June 5, 2012 on the
newly developed Continuous Quality
Improvement (CQI) Investigation
system The newly developed CQI
Investigation systcm was
fmplemented on June 7, 2012 and all
staff educated on this same date. The
CQ1 investigation system is designed
for the participation of all emnployees.

The facility conducted training on
June 5, 2012 to the IDT team and all
other staff on June 8, 2012 to educate
all staff on the QAA policies,
commitiee structure, and how to
involve themselves in the QAA
process. A Post Test for QAA was
administered 1o staff on June 8, 2012.
The facility conducted training on
June 1-6, 2012 to educate all staff on
the ncwly revised Abuse and Dignity
policies. A Post Test for Abuse and
Dignity was conducted on these same
dates.

Monitoring
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revised policies for  Abuse
An interview with the Soclat Services Director, on Prohibition and Control and Quality
08/17/12 at 9:10 AM and 3:00 PM, revealed she Assessment and Assurance on May
was not aware of the allegation made by Resident 31, 2012, The QAA Committee wilt
#b. She revealed she spoke to the resident about meet weekly beginning May 31,
histher dlagnosls of ALS and to see If there was 2012 for a minimum of four wecks
any dapression; however, sha was not asked o 3nd_ untii reguiatory .compilauce is
speak lo the resident about an allegation of achieved. The Quality Assurance
abuse, She revealed she did not recal the Nurse wifl submit findings of all
discussfon about the allegation in the QA clinical reviews to the QAA
mesting, held on 04/30/12. Committee meeting for
recommendations and follow-up, All
An Interview with the Administrator, on 06/17/12 allegations of Abuse will be
at 4,05 PM, revealed she was at the facility, on submitted to the QAA Commitiee by
04/28/12, after the ellegetion was reported. She the Social Services Director and
stated that the resident was not upset about the reviewed by the QAA Committee for
comment; however, ehe admitted she did not recommendations and follow-up.
guestion the resfdent about what happened or
?es:l the resident how the comment made himher Completion Date: June 20, 2012 QZ;@//Z_
{F 490} 483.78 EFFECTIVE {F 490}
85=G | ADMINISTRATION/RESIDENT WELL-BEING

A facility must be administered in a manner that
enables it lo use Its resources sffectively and
efficlantly to attain or maintain the highest
practicable physlcal, mantal, and psychosoclal
well-being of each resldent,

This REQUIREMENT Is not mel as evidenced

Based on intervlaw, record review, review of the
facility's polley/procedure, and review of the
facility's Incldentfinvestigation Report, it was
determined the faclilly falled to be administerad in
amanner that enabled it to use lis resources
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effactively and efficlently to attaln or malitaln ihe
highest practicabie physlcal, mental, and
psychosocial well-being of each resldent for one
resident (#5), In the selected sample of 19
residents,

The facllity failed to follow the “Abuse, Neglecl,
and Exploftation” policy/procedure related to the
prolection of rasidents, investigation, and
reporting of an aliegation of abuse, While feeding
Resident #5 in the dining room, on 04/27/12,
Nurse Aide State Reglstered (NASR) #5 made a
comment that the resldent was drinking histhar
waler similar to her "dog." Resident #6 reporled
the comment to the staff, on 04/28/12; however,
the Tacliily allowed NASR #5 to continue to
provide care to Resldent #5 and other residents
for at least one hour and fifteen minules, prlor to
suspenston. An interview with Resident #5, on

05/16/12 at 4:16 PM, revealed the resident did -
nol want NASR #6 providing hisfher care. The
resident revealed the comment was
embarrassing and made him/her "feel bad.*
Resident #5 was visibly upset and crying during
the interview, 18 days after the Incident {refer to
F241). Licenssd Practical Murse {LPN) #8 failed
to conduct a thorough Invesligation of the
allegation and ramove NASR #5 from resldent
care Immediately.

The alfegation was discussed in the morning
Quallly Assurance {QA) commiitea meeling, on
04/30/12; however, these [ssues were not
identified as a problem. Additionally, the
Administrator falled to report the allegation of
abuse to the State Agency (refer to F226 and
F228},
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: Findings Include;

Areview of the facllity's Investigation
pelicy/procedure, revised 02/26/10, revealed all
incidents that occurred in the facility reguired
tharough Investigation and accurate
documentation so the facilily could evaluate the
reason the Incldent occurred, take correclive
measures to curtall the number of incidents,
assure resident safety and report any incidents of
abuse according to state and federal guidelines,
The investigalion required the review of the
following: Data Collection-Interview lhe alleged
resident or viclim; interview witnesses {0 Include
the assigned caregiver, caregivers in the
immediato araa, remote or potential withasses;
and interview the alleged suspect. Data
Analysis-summarize the analysls of facls -
gathered that elther established reasonable
cause for the Incident or establish the need for
further investigation before a reasonhablo cause
for the incident could be established,

Araview of the facliity's Abuse, Neglect, and
Exploitailon polley/procedure, revised 02/07/12,
ravealed in cage of alleged abusa Involving an
employee against a resident, that employee
should be suspended Immediately pending
further investigation by the Administrator and/or
designee. The Administrator and/or designee
would conduct an investigation of the allegation
and report the resulls of the invesligation within
five working days to the Division of Long-Term
Care.

Artecord review revealed the faciiily admitted
Resldent #6 on 11/07/11 with diagnoses to
include Arnyotrophic Lateral Sclerosis (ALS), |
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Anxiely, and Depressive Disorder,

An Interview with Resident#5, on 06/15/12 at
4:15 PM, and on 05/16/12 al 210 PM, revealed
tha resident alated that NASR #5 was feeding
himfher on 04/27/12, and made a comment ']
drank my waler like her dog." The resldant
raveslad the comment made him/her feel bad
and was emnbarrassing, as other realdents and
guesls were at tha table. He/she revealed the
comment was reported the next day, to Certified
Medlcation Tech (CMT) #2, and the resldent
expressed he/she did nol want NASR #5
providing care for himher. After making the
rapon, the resident revealed NASR #5 was
allowed to give him/her a shower.

Interviews with CMT #2 and CMT #3, on 05/16/12
al 9:32 AM and 10:35 AN, respacively,
confirmed the resident's allegation and that It was
reported to LPN #B as an allegalion of verbal
abuse, CMT #3 revealed the resident was upset
and crying. An interview with LPN #8, on 05/14/12
at 2:00 PM and 3:10 PM, 05/16/12 at 2:35 PM,
and 05/17/12 at 2:.00 FM, revealed the residen!
was quigt and had "one tear” roll down histher

face,.

An Interview with LPN #8, on 05/14/12 at 2:00 PM
and 3:10 PM, 06/1612 at 2:35 PM, and 05117112
at 2:00 PM, revesled the allegation was reported
{o her, by CMT #2. NASR #5 was giving a
resident a shower. She confirmed she did not
remove NASR #5 form direct care immadiately,
She admilted she should have removed NASR #5
from resldent care iImmedlately, per tho policy.
LPN #8 ifurther revealed she did not conduct a
therough Investigation, She did not document a
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staternent from Resldent #5. She also ravealed
she should have obtained statements from CMT
##2 and CMT #3. She dld not verify who was
silling at the table when the comment was mads
lo the resident, and dld not try and contact any of
tham. She also indlcated that the investigation
was furned aver to the Administrator and
reviewed in the QA commitlee meeting; therefore,
they should have ensured the invesligation was
complated,

A review of the Timecard Report for CMT #2 and
CMT #3, daled 04/28/12, revealed both
amployees clocked cut for lunch at 10;31 AM. A
review of the faclity’s Incident/investigation
Report, dated 04/28/12, reveaied a written
statement by NASR #5; howaver, there were no
other statements Included in the Investigation, A
review of the Timecard Report for NASR #6, on
04/28/12, revealsd she did nof clock out until
11:48 AM, at leost one hour and fifteen minutes
after {he allegation was reported fo LPN #8. An -
Interview with NASR #5, on 05/16/12 at 3:46 PM,
revealed she gave Resident #6 a shower and
provided Incantinent care for anolher resident on
04/28/12, prior fo her suspenslon.

An [nterview with the Director of Nursing (DON},
on 05/17/12 at 2:35 PM, revealed LN #8
contacted her at home, on 04/26/42, to report the
allagation. She revealed LPN #8 was instructed to
gather statements from anyone sround the area,
fram any resident that could have heard the
comment, and from residents cared for by NASR
#5. She was not aware NASR #6 continued to
provide care for the resident after the allegation
was reporfed to LPN #8. She axpected LPN #8 to
suspend NASR #5 Immedialely. She did not
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speak to the resident aboul the allegation.

An Interview with the Social Services Director, on
05/17/12 at 9;10 AM and 3:00 PM, revealed she
was the facllity's abuse coordinator. She was not
knowledgeabla of tha faclily's policy/procedure
refated to abuse/neglect. She revealed If
allagations of abuse/heglect waro
unsubstantiated, they ware niot reported to the
State Agsncy, She was not aware of the
allegation made by Resldent #5; however, she
sftended the Qualily Assurance (QA) commiitee
mesting (where the Investigation was discussed),
on 04/30/12.

An Inferview with the Administrator, on 06/17/12
at 4:05 PM, revealed she was at the facllily, on
04128712, alter the allegation was reported. She
staled that the resident was not upset about the
comment: however, she admiited she did not
question the resldent about what happaned. The
Administrator revealed the Investigation did not
have enotigh informalion to delermine the
findings of the allegation. She revealed Soclal
Services was responsible for ensuring a thorough
Invastigation, with assistance from the DON and
Administrator, She further verifled It was
discussed in the QA committes meeling, on
04130712, with no concerns. She revealed the
allegation was not reported to the State Agency,
as [t did not qualify as verbal abuse,

An Interview with the Corporate Compllance
Nurse, on 05/17/12 at 5:00 PM, revealad he did
raview the Investigation In the QA commiltee
meeting, on 04/30/12, The allegation was
unsubstantiated due to the statement by NASR
#5; however, he admllted it was not a thorough

{F 480}
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investigation to detarmine the findings of the
allegation. He could not recalt if he recornmended
amore thorough Investigation after review, on
04/30/12. He revealed ths facilily did not report to
the State Agency hecause the allegalion was
unsubstanliated. He stated that any allegation of
abuse would be reported; however, he did not
foel this was verbal abuse, However, interview
with CMT #3 revealed this was an allegation of
abuse,

F 620 | 483.76(0)(1) QAA F 520
s5=03 | COMMITTEE-MEMBERSIMEET
QUARTERLY/PLANS

A facllity must maintain a quality assessment and
assurance committea consieting of the director of
nursing services; a physician designaied by the
facliity; and at least 3 other mambers of the
faciiity's staff,

The quality assessment and assurance
commiltes mests at least quarterly to Identify
{ssues with respect to which quallly assessment
and assurance aclivities are necessary; and
develops and implements appropriate pians of
aclion to correct idenlified quality deficiencles.

AState or the Secrelary may not require
disclosura of the records of such commiltes
except msofar as such disclosure is related o the
-compllance of such committes with the
requirements of {his seclion,

Good faith aftempts by the commilteas to Identify
and correct quality defictencles will not be used as
a basls for sanctions,

3
i
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This REQUIREMENT Is not mat as evidenced
by
Based on Interview, record review, review of the
facliity's policy/procedure and Plan of Correclion,
it was determined the facilily's Quality
Assassment and Assurance Program falled to
follow thelr Plan of Correotlon related to the
implementation of an appropriate plan of action
related to an Investigation Involving care and
services of one resident (#6), In the selected
sample of 19 residents. While feeding Resldent
#5 In the dining room, on 04/27/12, Nurse Alde
State Reglstered (NASR} #5 allegedly made a
comment that the resldont waa drinking his/her
water similar to her "dog." The commant was
reported by Resident #5 to Cerlified Medication
Tach (CMT) #2 on Salurday, 04/28/12, CMT #2
reported the allegation 1o Licensed Praciical
Nurse (LPN)} #8, who was the Adminisirative
Licensad Nurse on duty. LPN #B8 falled fo remove
NASR #5 immediately from resldent care. NASR
#5 was allowed to work at least one hour and
fifteen minutes after the allegation was reporied,
LEN #8 falled to conduct a thorough Invastigation
to dstarmine ihe findings of the allegation, The
facilty's incldent Investigation Report contained
one statement only, from the alleged perpetrator,
The Administrator was made aware of the
allegalion, on 04/28/M2; howevar, could not
provide evidence that she notifled the Registered
Nurse {RN) Corporate Compliance Nurse
Immediately. The invesligation was discussed in
the Qualily Assurance and Assessment {QAA)
Commiltse meeting, on 04/30/12; however, thete
were no issues identlited related lo the
Investigation. The Investigation was determined

F 520
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as unsubstantlated, on 04/30/12, and the
allegation was not reported to the State Agency.
NASR #5 was terminated on 05/07/12 due to
misconduct.

Refer to {(F225, F226, F241, and F490)
Findings include:

Avreview of the facillty's Investigation
policy/procedure, revised 02/26/10, revealed ail
incldents that oceurred In the fecility required
thorough Investigation and accurate )
dogcumentation so the facility could evaluate the
reason the incident occurred, take corvective
measures to curtall the number of Incidents,
assure resident safely and raport any insidents of
abuse according fo state and federal guldelines,
The investigation required the review of tha
following: Dala Collection-interview the alleged
resident or victim; Interview witnesses to Include
the assigned caregiver, caregivers in the
immedlale area, remote or potential wilnessss;
and {nferview the alleged suspect. Data
Analysis-summarize the analysis of facls
gathered that sither established reasonable
causa for the Incident or establish the need for
further ivestigation before a reasonable cause
for the Incident could he established,

Areview of the facilily's Continuous Quality
Improvement Program policy/procedure, revised
03/30/10, revealed monitoring and evaiuation of
resident care and services with a focus on
confinuous improvement were the fundamental
aclivitfes of any quality improvement process,

Areview of the facillly's Abuse, Neglect, and
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Exploltation polloy/procedure, revised 062/07/12,
revealed In case of alleged abuse involving an
employes againet a resident, that employee
should be suspended immediatsly pending
further investlgation by the Administrator andfor
deslgnee. The Administrator and/or designes
would conduct an invesiligatlon of the allegation
and report the rasuits of the investigation within
five working days to the Divislon of Long- Term
Care,

Areview of the facllity's inservice sign-in shest for
“Investigation of Incldent”, dated 02/17/12,
revealed LPN #8, the Administretor, and RN
Corporate Compliance Nurse aftended the
Inservice,

Areview of the facilily's Plan of Correction,
compliance date 03/11/12, revealsd Licensed
Adminlsirative Staff would be appolnted on a
rotaling basis lo provide four hours of on-site
supervisloh on weekends. The Licensed
Administrative Staff would report any neglect
invesligatlon reports or issues Involving care and
services to the Adminisirator and DON. The Plan
of Correction further revesied “In the event that
an ocsuirence would be notad on the rotating
weekend rounds, the Administrator would be
notified immediately who would Immediately notify
the RN Corporate Compliance Nurse. An
evidence based investigation would be conducted
and all appropiiate agencies, famfly, Medlcal
Dogtor (MD) notifled.” "Findings from the
weekend rotations of Licensed Administrative
Slaif were reported to the Interdisciplinary Team
(IDT)QA Gommittes on Monday so that any
Investigations could be discussed and
appropriate action could be taken,
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